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Research Report
DEVELOPMENT OF A NEW FEAR OF FALLING SCALE
IN HONG KONG: AN EXPLORATORY STUDY
Sheung Lin Kuo,1 MSc; Jennifer C. Nitz,2 PhD
Abstract: Various scales have been developed in the last two decades to measure fear of falling (FOF). None
reflect the Asian lifestyle when tested with elderly people in Hong Kong, so a relevant scale is needed to be devel-
oped. Fourteen daily tasks were identified by an expert panel when elderly people might have FOF. Focus groups
were conducted using 55 participants aged 65 to 90 years to respond either “yes” or “no” to predetermined ques-
tions. For each task, subjects were asked the same question, “Are you afraid of falling when you perform this
task?” For each task, participants were asked to identify the possible causes of FOF or no fear related to each task.
The percentage of yes responses in each task was calculated. No participant had a yes response to hanging out
washing, preparing simple hot meals or routine household cleaning. Squatting down and getting up again was the
task with the highest percentage of yes responses. The percentages of yes responses in the other 10 tasks varied.
There was no additional task suggested. Focus group responses were used to develop a new FOF scale relevant for
use in measuring FOF among community-dwelling elderly people in Hong Kong.
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Introduction
The aged population is ever growing in Hong Kong.
According to the 2004 census, the ratio of the Hong
Kong population aged 65 years and above is estimated
to increase to 25% by 2030 [1]. Many old people in
Hong Kong live alone. In addition, elderly people who
live with their children are essentially on their own
throughout most of the day when their children are busy
at work. In Hong Kong, the majority of elderly people
live in small flats in multistorey government public
housing estates, most of which were built 40–50 years
ago. The living environment is not ideal, with a lack of
convenience regarding communal facilities, e.g. the lift
commonly does not stop at every floor. Due to limited
living space, household items are usually placed under-
neath the bed or in the lower drawers of cabinets. It is
also common practice to stack household items on high
shelves or on the top of cabinets. Elderly people have to
either squat down to get things at low levels, or tip toe
and even stand on stools to get things down from high
levels. This may easily lead to loss of balance and falls.
As Hong Kong is a densely populated city, elderly
people also encounter hazards outside their homes.
Walking in crowded areas, wet markets and crossing
roads with busy traffic are all essential parts of daily life,
not to mention the continuous ongoing road construc-
tion work. Elderly people have to rely on public trans-
portation. All of the hazards, both indoor and outdoor,
mentioned above can be potential causative factors of
accidental falls among the older population in Hong
Kong. According to the report of the Hospital Authority
of Hong Kong [2], accidental fall was ranked fourth of
top disease conditions for bed day consumption in pub-
lic hospitals in Hong Kong. The average cost of one gen-
eral hospital bed day is about HK$2,300. The costs of
allied health care after discharge and extended care
have not been estimated and would no doubt add to
this figure. It can be envisaged that the amount of gov-
ernment health care resources consumed is not small.
The psychological entities related to falling are often
conceptualized as fear [3,4] and self-efficacy [5,6]. Based
on Bandura’s theory of efficacy [7], self-efficacy in the
context of falls was originally defined as the perceived
ability to perform various activities without falling over.
In more recent studies [8,9], self-efficacy was evaluated
in the form of confidence in performing the tasks. Fear
of falling (FOF) has been identified as a common fear
among community-dwelling elderly people, in fallers
and also in people who have not fallen [10,11]. Cor-
relation between FOF and avoidance of activities was also
found among community-dwelling older adults [12,13].
Avoidance would lead to self-restriction of activities,
and the decline in the level of physical functioning
might elicit even more FOF [14].
In general, the level of physical functioning declines
with age. The level of confidence in performing daily
tasks, especially the more demanding ones, would prob-
ably be less than when younger. Hence, it is not surpris-
ing that elderly people are not as confident in performing
the more demanding tasks as when they were at a
younger age.
Since Tinetti et al [3] developed the Falls Efficacy
Scale (FES) in 1990, numerous falls efficacy and FOF
scales have been developed. Yet, there are two limita-
tions in the usefulness of existing scales. First, the tasks
included in some scales are too easy for the more able
bodied elderly, with tasks mainly involving indoor activ-
ities and applicable only to the frail and very old adults.
These scales would not be suitable for assessing FOF in
the more active community-dwelling elderly. It would
have a ceiling effect. Second, tasks might not be relevant
to the lifestyle of a specific region. For example, light
gardening is only applicable in countries where people
commonly have a garden. Answering the phone is usu-
ally not a problem in countries with small living spaces
such as Hong Kong. Among the more recently devel-
oped falls efficacy scales, the Activities-specific Balance
Confidence (ABC) scale has been widely used in fall
studies [9]. Hill and co-workers revised Tinetti et al’s
FES by adding four outdoor activities to the list [6].
Confidence in performing the tasks was rated in the
revised FES. All aforementioned FOF and falls efficacy
scales were developed with reference to the lifestyle of
the researchers’ own countries.
Yardley et al took the initiative to develop the first
international FOF scale, the Falls Efficacy Scale–
International (FES-I) [15], intended to be applicable across
different cultures. The list of daily tasks in the FES-I is,
so far, the most comprehensive one for community-
dwelling elderly. The level of concern about falling
when carrying out each activity was rated on a four-
point scale. However, the FES-I does not include some
tasks that are common daily activities for the elderly
people of Hong Kong. The Chinese-specific ABC scale
[16] has partly addressed this problem by marginally
changing items to be more applicable to Hong Kong.
Examples include “walking out of the house to get 
to one form of transportation” and “walk outside on 
a slippery and wet pavement”. However, this modified
scale did not cover tasks such as squatting down/getting
up, walking up/down stairs and crossing roads with
busy traffic. To date, there are no documented FOF or
falls efficacy scales that cover all the tasks that are re-
levant to the lifestyle of elderly people in Hong Kong. 
The objective of this study was to develop a new FOF
scale that was specific to the functional activities that
are regularly undertaken by the elderly in Hong Kong.
Methods
Study design
To develop a new FOF scale that is applicable to the
lifestyle in Hong Kong, a thorough understanding of
the needs and difficulties encountered by community-
dwelling elderly people in their daily life is essential.
The specific tasks in daily life where elderly people
experience FOF must be identified. Therefore, a study
which is exploratory in nature would help to elicit this
information. Among the great variety of research meth-
ods, focus groups would seem to be the most appropri-
ate because of their exploratory nature. Focus groups
are commonly employed to explore and elicit personal
views and experiences through group interaction. A focus
group is in fact a carefully planned discussion designed
to collect people’s opinions on a specific topic in a non-
threatening environment. The advantage of focus groups
over interviews and questionnaires is the interaction
among individuals. It is the process of discussion among
participants that helps to elicit more information on the
topic.
Subjects
Potential subjects were recruited through four commu-
nity centres in four suburbs in Hong Kong. Inclusion
criteria were: independently ambulant (able to walk
with or without a stick) in the community and no seri-
ous past or existing medical conditions that might impair
daily function. Their cognitive function was screened
by the Mini-Mental State Examination [17]. Informed
consent was obtained from all subjects, and ethical ap-
proval for the study was granted by the Medical Ethics
Committee of The University of Queensland, Australia.
Expert panel
To solicit expert opinions on the relevant tasks to be
included in the FOF scale for use in Hong Kong, an
expert panel was set up. The panel comprised four
physiotherapists, three occupational therapists, one nurse,
one social worker and one geriatrician. All expert panel
members had at least 6 years of experience working
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with elderly people in the community. They were invited
to attend a discussion forum, with the study investiga-
tor acting as facilitator. The main objective of the dis-
cussion forum was to examine each of the tasks listed in
the three scales for their relevance to the lifestyle of eld-
erly people in Hong Kong. Reference was made to the
expanded version of the Tinetti FES scale [6], the ABC
scale [9] and the FES-I [15]. The three scales were cho-
sen because most of the tasks listed were relevant to the
Hong Kong lifestyle. Panel members were asked to indi-
cate “agree” or “disagree” on including the task in the
new scale. The investigator noted down the responses
of the panel members for each task listed in the three
scales. Panel members were also invited to suggest other
tasks not included in the three scales used for discussion.
Tasks with 50% or more agreement were identified to
be relevant and to be included in the new scale.
At the end of the discussion forum, 14 daily tasks
were identified. Thirteen of the tasks were identified from
the three scales mentioned above. The one task that
was suggested and not found in any of the three scales
was squatting down, to which 80% of the panel mem-
bers agreed to include. It was brought up in the process
of discussing that bending down to pick up an object
involved different motions of the body compared with
squatting down. Panel members agreed that squatting
down was required on some occasions of daily life in
Hong Kong, such as when taking things out from
underneath the bed or from the lowest drawers (near
the floor level) of cabinets. It was pointed out that get-
ting up from a squatting position could also be difficult
for some elderly people. Hence, getting up was added to
the task of squatting down.
As the tasks adopted from the three scales were
written in English, translation into Chinese was done
by experienced staff from the Department of Translation
in The Hong Kong Polytechnic University. Translation
of a scale usually involves forward and backward trans-
lation. However, the 14-task questionnaire was to be
used in the focus group to establish the relevance of the
tasks to daily life in Hong Kong, and was not the final
list of tasks to be included in the newly proposed FOF
scale. Therefore, only forward translation was conducted.
Both forward and backward translation would be con-
ducted with the revised final questionnaire to be used
in further studies.
Focus groups
To facilitate responses from subjects, 14 common daily
tasks, both indoor and outdoor, were included in 
a questionnaire that was used to facilitate focus group
responses. Epidemiological data of subjects, including
age, gender, use of a walking aid and previous falls,
were collected prior to the start of each focus group 
session. Seven focus groups (with 6–8 subjects in each
group) were conducted in quiet rooms in the four 
community centres. Each focus group comprised two
sessions, and lasted for about 1 hour. In session I, sub-
jects were asked to respond with either “yes” or “no” to
a questionnaire of 14 daily tasks. Under each task, sub-
jects were asked the same question, “Are you afraid of
falling when you perform this task?” As the majority of
the subjects had not received formal education, each
task was read out to them by the study investigator.
There was also a welfare worker in each focus group to
help subjects in case they did not understand the ques-
tions due to illiteracy and how to mark the answer for
each task. No discussion among subjects was allowed
during session I. In session II, subjects were asked to
suggest any other tasks (not included in the questionnaire
used in session I) that they might be afraid to perform
because of FOF. The possible causes of FOF related to each
task were also asked. Open discussion among the sub-
jects was encouraged. The whole process of each focus
group was audio recorded with consent from all subjects.
Results
Fifty-five subjects (15 males, 40 females) aged between
65 and 90 years were recruited from four community
centres. The subjects were categorized into three age
groups: 65–74 years (23.6%), 75–84 years (58.2%) and
85–90 years (18.2%). Fourteen subjects (25.5%) used
walking sticks to aid walking. Forty-one subjects (74.5%)
could walk without aids. Twelve subjects (21.8%) had
sustained falls in the last 2 years. Out of these 12 sub-
jects, seven subjects had one fall and five subjects had
two falls. No subjects had sustained severe injuries as 
a result of their falls.
The 14 tasks included in the questionnaire and the
percentage of yes responses are presented in the Table.
From the focus group results, no subject was afraid of
falling when they performed the three tasks of hanging
out washing, preparing simple hot meals and routine
household cleaning. Squatting down was the task that
almost all subjects (96.3%) were afraid to perform. The
three other tasks that the majority of subjects were
afraid to perform were walking in crowded areas (92.7%),
reaching high above the head level to get things down
(89.1%) and walking on wet surfaces (89.1%). The re-
maining seven tasks included getting in and out of the
shower area (25.4%), reaching low to get things from
underneath the bed/lower compartments of cabinets
(29.1%), walking up/down stairs (76.3%), walking up/
down slopes (54.5%), crossing roads (78.2%), getting
on/off escalators (65.4%) and boarding/alighting public
transport (80%).
In session II, the investigator acted as the facilitator
for the group. The possible causes of FOF when per-
forming the tasks listed in the questionnaire were also
asked, as well as why tasks were not causing FOF. 
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These responses were included in the discussion. No
additional tasks were recommended by the subjects
when asked to suggest other daily tasks (not included in
the questionnaire) that they might be afraid to perform
because of FOF. The list of tasks was revised according
to the focus group results.
Discussion
From the focus group results, there were three daily tasks
that all subjects in the focus groups were not afraid to
perform. These three tasks were hanging out washing,
preparing simple hot meals and routine household
cleaning. The possible explanation for this finding might
be that the subjects recruited in the focus groups were
relatively healthy and active. Even though hanging out
washing was suggested by the expert panel members,
the majority of subjects expressed that they would use 
a long bamboo stick with a hook at the end to hang up
washing near the window ledge or frame, and they
normally did not find this task difficult. For the subjects
who lived alone, they would buy simple takeaway
lunch boxes from convenience shops nearby. Even if
they had to cook, they would only do very simple cook-
ing that did not involve lifting heavy cooking utensils.
As for routine household cleaning, subjects expressed
that they only performed basic cleaning chores that did
not require climbing up stools or squatting low down.
They could manage basic routine household cleaning,
including cleaning the toilet, the sink and changing bed
sheets. They tended to leave the more complex and
demanding chores, such as cleaning extractor fans and
windows, to their family or pay part-time home helpers
to do it for them.
Squatting down and getting up again was the task
that almost all subjects (96.3%) were afraid to perform.
Due to the limited living space in Hong Kong, it is com-
mon practice to store things underneath the bed or in
the lower drawers of cabinets. Hence, elderly people 
are often required to squat down rather than just bend
the trunk. Most elderly people have some degenerative
changes of the lower limbs and spine and relatively
weak lower limb muscle strength. Therefore, squatting
down and getting up again could be very challenging
for elderly people owing to the demands on the sensori-
motor systems that are required to control the body’s
centre of mass over the feet during such a challenging
internal perturbation [18]. Although bending down to
pick up a slipper from the floor was included in the
ABC scale, the action is not the same as squatting down
with both knees and trunk. Squatting down and getting
up has never been included in the task list of any exist-
ing FOF scale. It was suggested by the expert panel,
with the agreement of all panel members, to be included
in the questionnaire for the focus groups.
The remaining 10 tasks included in the questionnaire
also elicited positive responses (to a different extent) of
FOF from the elderly subjects. It was a general consen-
sus among the subjects that walking down stairs was
definitely more difficult than walking up stairs. Walking
down slopes was also more difficult than walking up
slopes. Our findings indicated that more subjects had
FOF when walking up/down stairs than when getting
on/off escalators. This may be due to the fact that once
on an escalator, they would not have to walk up or
down all the steps. They only had to wait to step off the
escalator.
Daily visit to the wet market to buy fresh seafood
and vegetables is part of the culture in Hong Kong.
Another concern was crossing roads with busy traffic
because subjects cannot see the traffic coming or walk
fast enough to cross the roads. Most subjects indicated
that they would feel more secure if there were traffic
lights. However, more subjects had FOF when walking
in crowded areas than when crossing roads with busy
traffic. To cross roads with busy traffic, elderly people
can wait until the traffic is less busy, but there is 
a higher chance of being pushed over when walking in
crowded areas. Another concern when going out was
boarding and alighting buses or minibuses. Not all buses
have low step platforms installed. Some subjects were
also afraid to travel on the Mass Transit Railway because
of the wide gap between the train and the platform.
The list of tasks was then revised according to the
responses and comments of the focus group subjects.
The three tasks that did not elicit any yes responses were
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Table. Percentage of “yes” responses to the 14-task 
questionnaire
Task Yes response (%)
Getting in/out of the shower area 25.4
Washing clothing/hanging 0
out washing
Preparing simple hot meals 0
Doing routine household cleaning 0
Reaching high up above head level 89.1
to get things down
Reaching to get things from 29.1
underneath the bed/lower cabinets
Squatting down and getting 96.3
up again
Walking up/down stairs 76.3
Walking up/down slopes 54.5
Walking in crowded areas 92.7
Walking on wet/slippery surfaces 89.1
Crossing roads with busy traffic 78.2
Getting on/off escalators 65.4
Boarding/alighting from public 80.0
transport
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deleted. The task “reaching to get things from under-
neath the bed/lower cabinets” was incorporated into
the task “squatting down and getting up again” because
it required squatting anyway. The task “crossing the
road” was specified under the situation of “without
traffic lights”.
The extent of the proposed FOF scale is a 10-point
scale, with 0 representing “no fear” and 10 representing
“extreme fear”. The same question, “Are you afraid of
falling when you perform this task?” is asked of each
task. The proposed FOF scale is presented in the
Appendix. In a future study, the proposed scale will be
examined by the expert panel for content validity.
Conclusion
To date, there is no existing FOF scale that includes 
all the tasks that are relevant to the lifestyle in Hong
Kong. Focus groups were used to explore FOF among 
community-dwelling elderly people in Hong Kong, and
the feedback thus gathered led to the identification of
14 tasks to be included in a new FOF scale. In future
studies, the new FOF scale will be examined for content
and predictive validity as a screening tool for identifying
potential fallers among community-dwelling elderly
people in Hong Kong.
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Appendix. Proposed Fear of Falling Scale
Are you afraid of falling when you perform this task?
If no, please circle “0” on the 10-point scale. If yes, please circle a number (from 1 to 10) on the 10-point scale.
Point “0” means no fear of falling at all. Point “10” means extreme fear of falling.
Q1. Getting in and out of the shower area.
0 1 2 3 4 5 6 7 8 9 10
No fear ( increasing fear) Extreme fear
Q2. Reaching high up (above head level) to get something down from shelves or cabinets.
0 1 2 3 4 5 6 7 8 9 10
No fear ( increasing fear) Extreme fear
Q3. Squatting down and getting up.
0 1 2 3 4 5 6 7 8 9 10
No fear ( increasing fear) Extreme fear
Q4. Walking up/down stairs.
0 1 2 3 4 5 6 7 8 9 10
No fear ( increasing fear) Extreme fear
Q5. Walking up/down slopes.
0 1 2 3 4 5 6 7 8 9 10
No fear ( increasing fear) Extreme fear
Q6. Walking in crowded areas.
0 1 2 3 4 5 6 7 8 9 10
No fear ( increasing fear) Extreme fear
Q7. Walking on wet/slippery surfaces.
0 1 2 3 4 5 6 7 8 9 10
No fear ( increasing fear) Extreme fear
Q8. Crossing roads with busy traffic (without traffic lights).
0 1 2 3 4 5 6 7 8 9 10
No fear ( increasing fear) Extreme fear
Q9. Getting on/off escalators.
0 1 2 3 4 5 6 7 8 9 10
No fear ( increasing fear) Extreme fear
Q10. Boarding/alighting public transport (such as buses, minibuses, rail trains).
0 1 2 3 4 5 6 7 8 9 10
No fear ( increasing fear) Extreme fear
